Childhood blindness has profound consequences not only for the individual child but also for the family and the community. This is particularly true in the developing world. An estimated 1.5 million children are blind of whom 1 million live in Asia.' This accounts for approximately 75 million years of blindness which is similar to the visual morbidity from unoperated adult cataract. 2 The WHO has developed a standard reporting form to document the causes of visual loss in children with emphasis being placed on the identification of avoidable causes of blindness. 3 Sri Lanka which is situated just south of the Indian subcontinent is a developing country with a population of 17-9 million people of which 5-8 million are under 15 years old. The population is made up of 72% Sinhalese living predominantly in the centre and south of the island and 20% Tamil who live in the north and east. The country has a high literacy rate (89 1%) and a well informed population.
There are no data on the causes of blindness among children from Sri Lanka.
This study was undertaken to:
(1) Assess requirements of individual children attending blind schools for medical, surgical, or optical treatnent.
(2) Identify the major preventable or treatable reasons for loss of vision in blind schoolchildren so that appropriate control measures could be implemented in the future.
(3) Provide baseline data to allow monitoring of the changing diseases causing admission to schools for the blind over time in response to changes in health care, specific interventions, and socioeconomic development.
Subjects and methods A total of 255 children aged between 6-15 years attending six schools for the blind were examined. Four of the six schools were for both deaf and blind children. Civil unrest made it impractical to visit another school in the north of the country. In Sri Lanka about 450 children with visual impairment presently attend normal schools under a continuing integrated education programme. These children are spread throughout the country and were not examined.
All children at the blind schools were examined but only those 15 years of age or under have been analysed for this study. Children were asked with the aid of an interpreter the age at which they lost vision, whether they knew the cause of their poor vision, and whether there was any relevant family history including a history of consanguinity. Limited past medical history was available from the school records. Visual acuity was measured using an Illiterate E chart or the Sheridan Gardner test by a single trained observer. All children were refracted where possible, and the visual acuity repeated with correction. Visual loss was classified according to the WHO categories of visual impairment. An assessment of functional vision was made on all children. This tested ability to walk around furniture unaided, to recognise faces, and to see large print.
Anterior segment examination was performed with a torch and magnifying loupe. Posterior segment examination was undertaken after dilating the pupil, using a direct and indirect ophthalmoscope. Intraocular pressure was not measured routinely. Examinations were performed by one ophthalmologist (ME). All data were recorded on the WHO/PBL eye examination record for children with blindness and low vision and entered into a customised database using a portable computer.3 Children who required further assessment and treatment were referred to a designated ophthalmologist at a government eye hospital. Hereditary diseases of the retina, lens, and optic nerve accounted for 35% of BLISVI in Sri Lanka and 23% in India. This higher proportion is similar to reports from blind schools in developed countries.7 Genetic disease tends to be responsible for a lower proportion of visual loss in the poorer less developed countries of the world where nutritional and infectious causes of childhood blindness predominate. Autosomal recessive disease is common in the east Mediterranean region and has been attributed to the high level of consanguineous marriage.8 9 In Sri Lanka about one quarter of marriages are consanguineous (first cousin, uncle/niece). Approximately half of the children with visual loss due to retinal dystrophy had parents who were closely related.
The commonest cause of visual loss in this study was because of congenital ocular anomalies such as microphthalmos and anophthalmos. These accounted for 33% of all children with BILSVI. This figure is similar to the 25% reported in India,5 but higher than that from other blind school surveys using the same reporting form; west Africa 6%, Chile 7%.10 11 Known causes of microphthalmos include genetic disease, viral infections during pregnancy, and teratogenic drugs. In this study it was not possible to determine the aetiology of ocular malformations but this is an area of work which would justify future research. 
